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Preventive Health Assistance Unit 

Department of Health & Welfare - Medicaid Division 
3232 Elder Street, Boise, ID  83720 

(208) 364-1843, (208) 364-1807 or toll free (877) 364-1843 
 

 
 
 
 
Welcome! 
Thank you for your interest and willingness to partner with Idaho Medicaid to provide 
Preventive Health Assistance (PHA) benefits to Medicaid participants.  The PHA benefit assists 
individuals to live healthier lifestyles by promoting healthy behaviors in the areas of Wellness, 
Weight Management and Tobacco Cessation. 
 
All the forms necessary to sign-up as a PHA vendor are included in this packet.  There is also a 
sample of the PHA voucher / vendor agreement.  The PHA voucher serves the dual purpose of 
Medicaid’s promise to pay, and your agreement with Medicaid.   
 
Being a PHA vendor enables you to provide agreed upon products or services to PHA 
participants.  By being a PHA vendor, you agree to accept PHA vouchers toward or for the 
purchase of approved PHA products and services.  You further agree to paper bill Medicaid for 
reimbursement.  
 
Please fill out the enclosed vendor agreement, including the W-9 form and EFT information (if 
applicable) and return them to us.  You can send the items by mail to the address above or via 
email to medicaidphaprogram@dhw.idaho.gov   
 
If you have additional questions, please call Cindy or Brad at: (208) 364-1843, (208) 364-1807 
or toll free at (877) 364-1843. 
 
Sincerely, 
 
 
Cindy Brock/Brad Perry 
Plan Administrators 
Preventive Health Assistance 

mailto:medicaidphaprogram@dhw.idaho.gov
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Return this completed application packet to:   
Date Entered: 
 
Date Scanned: 
 
Enrollment Number:  
 

 
Idaho Department of Health and Welfare, Medicaid Division 
Preventative Health Assistance Unit 
3232 Elder Street 

Insurer Invoice Number: Boise, Idaho 83720-0036 
 

Vendor Information 
Preventive Health Assistance 

This packet is divided into two sections:   
1.  Section one contains the : 

• W-9 Form  
•  Authorization of Electronic Funds Transfer forms for your signature 

2.  Section two contains:  a sample of Medicaid’s PHA voucher / vendor agreement  
 

Below is a list of all the individual documents.  All of these documents are included in this 
application packet.   

Checklist for Completing your Enrollment Packet 
 
 
____  Authorization for Electronic Funds Transfer Form (optional) 
 
____  W-9 Form (required) 
 
___   Review sample PHA voucher /vendor agreement (required)       
 

Once you have completed all of the required materials, take a moment to check off each item 
listed above.  Incomplete applications will be returned to the vendor.  Be sure to date and sign 
applicable forms. 
 
Make a copy of this application packet for your records. Send the original to the address at the 
top of this page. If you have questions about the status of your application, please contact the 
Preventative Health Assistance (PHA) Unit at (208) 364-1843, (208) 364-1807 or toll free (877) 
364-1843 

 
 

 

 



Authorization for Electronic Funds Transfer  
 
Complete all of the sections below if you wish to have your payments automatically deposited to your 
bank’s checking or savings account. The transaction routing number can be obtained from your bank. 

 
Important: If you want the deposit made to a checking account, attach a voided check. If you want the 
deposit made to a savings account, attach a letter from the bank verifying the account. 
 

Vendor Account Name 

Bank Name Bank Phone Number 

Bank Address 

 

 

Account Number 

Transaction Routing Number (nine digit) ___  ___  ___  ___  ___  ___  ___  ___  ___ 

 

Type of Account (circle one)          Checking                          Savings 

 
I authorize the electronic transfer of Preventative Health Assistance Voucher reimbursement payments 
made to the above Vendor.  I understand that I am responsible for the validity of the above information. 

 
Authorized Signature __________________________________   Date _______________ 

 
 

Name typed or printed: ____________________________________________ 
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For checking account deposit only.  
 

  
 

Attach a voided check here.  
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